A 79-year-old woman presented with a large thyroid goiter that had been present for several years. Th e results of fi ne-needle aspiration cytology (FNAC) were consistent with papillary thyroid cancer. She therefore underwent a total thyroidectomy. Pathology confi rmed the diagnosis of papillary thyroid carcinoma, follicular variant. Pathology also identifi ed extensive glandular involvement, lymphovascular invasion, and adjacent soft -tissue invasion.
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A 79-year-old woman presented with a large thyroid goiter that had been present for several years. Th e results of fi ne-needle aspiration cytology (FNAC) were consistent with papillary thyroid cancer. She therefore underwent a total thyroidectomy. Pathology confi rmed the diagnosis of papillary thyroid carcinoma, follicular variant. Pathology also identifi ed extensive glandular involvement, lymphovascular invasion, and adjacent soft -tissue invasion.
Th e patient's postoperative course was unremarkable until 6 months later, when her endocrinologist reported persistently elevated thyroglobulin levels. On computed tomography (CT), no residual thyroid tissue was evident, but CT did detect an apparent right internal jugular vein (IJV) thrombosis. Specifi cally, a fi lling defect in the lower cervical IJV was noted with continued distal fl ow.
Although the possibility of a neoplasm was considered to be low, FNAC of the lesion was performed given the patient's persistently elevated thyroglobulin levels. Again, pathology was consistent with papillary thyroid carcinoma. Based on these fi ndings, the patient elected to undergo ligation of the cervical IJV.
Intraoperatively, a large mass was found within the IJV and removed (fi gure). Th e patient's postoperative course was unremarkable. Pathology of the intravascular mass was consistent with metastatic papillary thyroid carcinoma, follicular variant. 
Figure. Photographs show the intravascular mass in the right cervical IJV (A) and following removal (B).
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Th yroid carcinoma metastatic to the vasculature is exceedingly rare, although reports do exist in the literature of follicular 1,2 and papillary 3 thyroid metastases. More commonly, the cervical vasculature is involved when disease spreads continuously through the vessel wall, oft en from a cervical node metastasis. Follicular and Hürthle cell carcinomas, with their angioinvasive features, are more common culprits than is papillary carcinoma. 4 Vascular metastasis oft en suggests a poorer prognosis, with an average of 2 to 5 years of life expectancy. 5 Because of concerns regarding morbidity and mortality, early diagnosis is critical to avoid further propagation. It is suggested that when IJV obstruction is seen with thyroid enlargement, infi ltrative thyroid carcinoma should be considered.
occur throughout their menstrual cycle. 1 Cysts oft en require surgery, although the patient should undergo a trial of voice therapy fi rst; if symptoms resolve and there is no signifi cant contralateral contact trauma, surgery may not be necessary. Th e senior author (R.T.S.) generally tentatively schedules surgery for 6 to 8 weeks aft er diagnosis, with a preoperative examination following the trial of voice therapy. Steroids and antirefl ux medications may also be useful.
Patients should expect to be placed on strict postoperative voice rest. Initial anecdotal impressions combined with published data on the excision of 96 vocal fold masses in 60 patients (49 of them singers) 3 provide convincing evidence that mini-microfl ap surgery and limited mass excision with overlying mucosa (without disturbing any adjacent tissue) lead to substantially better results than the microfl ap surgery originally advocated by the senior author. Mini-microfl ap surgery results in less extensive and less prolonged postoperative stiff ness than what has been encountered aft er some cases of microfl ap surgery.
